the whole of the left upper extremity, with slight general wasting of the muscles. Slight weakness of the right arm. No complete paralysis of any group of muscles. Arm-jerks: Supinators present on both sides, biceps lost, triceps obtained. Weakness of abdominal muscles on both sides with absence of all the abdominal reflexes. Legs: A gross spastic paraplegia, more marked on the left side. Frequent involuntary flexor spasms, especially of the right leg. Both knee and both ankle jerks exaggerated; double ankle clonus and double extensor plantar reflexes.
Sensation: On right side all forms of sensation grossly affected up to level of D.1. In the lower segments the loss is complete and becomes gradually less as higher segments are reached. On the left side the loss extended higher, analgesia and therm anaesthesia extending as high as C. 5 with hypereesthesia over C. 4 and perhaps C. 3.
X-ray examination of the spine showed severe scoliosis but no other abnormality. A diagnosis of tumour of the cervical cord was made. ? intramedullary. Operation, 12.10.38 (Mr. W. McKissock) . Laminectomy from C. 2 to C. 6. An intramedullary tumour was found extending certainly from the 2nd to the 4th segments. The cord was incised in the mid-line and a soft brownish tumour exposed which it was considered inadvisable to attempt to remove. I show this case for the interest attaching to this combination. In some cases scoliosis does appear to be definitely connected with tumours of the spinal cord, both intra-and extra-medullary. In this case I am not suggesting that the scoliosis and the tumour are causally associated because, according to the history, the scoliosis appeared at the age of 10, whereas no symptoms that could be applicable to the spinal tumour appeared until the patient was 47. I have always myself believed that it was possible to get paraplegia simply from scoliosis, although I never knew exactly how this came about. In this case there was no doubt from the clinical examination that the lesion was high up in the cervical spinal cord, a long way above the curve in the spinal column. We thought it impossible that the two could be directly related. It is also worthy of note that the patient's symptoms were made very much worse by lumbar puncture, an effect which I have previously otserved in cases of spinal cord compression. The microscopic examination of the tumour has shown it to be very cellular and of the nature of a glioma.
Discutssion-Dr. S. NEVIN said that he considered the tumour in Dr. Feiling's case to be a glioma of ependymal origin.
The PRESIDENT asked Mr. MIcKissock, who had performed the operation, whether he determined the question as to syringomyelia below the tumour, accounting for a possible relationship between the tumour and the scoliosis.
Air. W. AlcKIssoCK replied that he split the cord open and exposed the tumour, but did no more than that.
Dr. ANTHONY FEILING said that in 1913 a case w%as published by Dr. \Vilfred Harris and NMr.
Blundell Bankart of a woman younger than this patient. There was not such a long history of scoliosis, but it wxent back for four or five years, and the scoliosis was very marked with symptoms of paraplegia, the level of the tumour being obviously above the level of the scoliosis. At operation an extramedullary spinal tumour was removed. The patient recovered completely from the paraplegia, but he did not know Xwhether she recovered from the scoliosis. Dr. McAlpine's patient, Miss F. L. P., aged 57, a masseuse, was admitted to hospital on October 12, 1937, with a history of three years of mental deterioration, head and neck ache, and loss of memory, for a lesser period of time vision had been deteriorating. On admission the patient was very peculiar in demeanour; she was not orientated, and seemed to be a religious dement. Examination disclosed a very slight hemiplegia of the right side and finger apraxia and agnosia of the right hand. The visual fields showed a right homonymous hemianopia with macular sparing, the retinal veins were full, and vision was poor (3) in both eyes.
A ventriculogram revealed the most extreme displacement affecting all the ventricles from a left occipital tumour. An operation was performed (2.9.37) under local anaesthesia, and a gigantic meningioma removed. The tumour had completely destroyed the left occipital lobe, and after removal only a translucent layer of ependyma covered the posterior part of the lateral ventricle. The tumour weighed, immediately after removal, 103 oz. or 300 grm. (fig. 1) . The patient's gradual recovery of her reason and her sight following the operation made a most fascinating clinical study, the vision becoming -6 and the religious dementia transformed to Anglican orthodoxy. A fracture of the neck of the femur sustained in a fall out of bed the day after operation was satisfactorily treated with a Smith-Petersen pin.
The main interest of this case lies in the great size of the tumour, one-fifth of the weight of the brain. It is astonishing that the cranial cavity should be able to find space for such a large volume of growth.
